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[A4/ril 16, 1943] DISCUSSION ON ANAiSTHESIA AND ANALGESIA IN OBSTETRICAL PRACTICE Dr. J. E. Elam said that methods of anesthesia and analgesia nmust be capable of use under any conditions. Distinction should be made between anxsthesia and analgesia.
Further investigation is needed to find drugs suitable for premedication. The advantages of potassium bromide and chloral are noted because this mixture is safe to administer and reliable in its action. Thirty grains of each are given early in labour, apprehension is relieved and the patient frequently sleeps between the pains. She is more co-operative when an inhalation analgesic is started and the analgesic itself is more effective. Potassium bromide and chloral can be administered by midwives.
The disadvantages of barbiturates are that one cannot predict how the patient may react to their administration: some patients become so sleepy that they will not cooperate with the attendant in the latter stages of labour: some patients become wildly excited and greatly add to the difficulties of the attendai-t. Some observers consider that barbiturates may depress the respiratory centre of the infant. Barbiturates could not reasonably be administered by midwives.
A nxsthesia.-When required before labour, the patient should be calm and every care should be taken to make the anesthetic as pleasant as possible.
During labour for obstetrical operations gas-oxygen-trichlorethylene sequence had been found valuable, and especially so for Caesarean section.
Dr. Elam stressed the advantages of the Oxford vaporizer for obstetric practice-trichlorethylene-ether mixture 25% to 7500 is used in this vaporizer which could be used as a very safe and simple anesthetic machine under any conditions in this country.
After the induction by the doctor, the midwife could safely continue the administration.
He went on to say that in anialgesia, the midwife was the essential factor, as doctors could not be present at all labours or all the time in some labours. Midwives must never be asked to carry heavy apparatus. Machines or gas cylinders could be sent to the house before labour was due. Minnitt's gas and air technique had been found satisfactory but its success depended on attention to details. Sedative drugs were useful early in labour, particularly potassium bromide and chloral. Trichlorethylene analgesia had been found to give satisfactory relief from pain but much further investigation was needed.
Three points were stressed: (I) Need for investigation for more suitable sedative drugs earlv in labour. (2) The immense value of the Oxford vaporizer for anesthesia and analgesia.
(3) The possibility of the extensive use of trichlorethylene analgesia.
Professor Andrew M. Claye said that up to the otutbreak of war he had favoured the combination of intravenous pernocton, a barbituric acid derivative, and scopolamine, for relieving the pains of labour. This was in many ways satisfactorv, but on this occasion he proposed to indicate its unsatisfactory features, i.e. a high interference rate (27.5%), a high incidence of troublesome restlessness (20% ) and a large number of mildly asphyxiated babies (32-50%). Latterly he had used Minnitt's gas and air apparatus or seconal and chloral in the earlier stages, and a little chloroform at the end, with better results.
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He summarized recent American work on the effect of analgesics and anaesthetics on the infant. He thought that Schreiber, who maintained that brain damage could often be ascribed wholly or in part to the use of analgesics, had not proved his case. EIe agreed with Kotz and Kraufman, who attributed such brain damage to faulty obstetric manipulations rather than to drugs. The Americans had-shown that nitrous oxide in high concentration (85 % or more) caused anoxaxmia to a degree that was dangerous to the child. Ether and ethylene and nitrous oxide in lower concentration did not appreciably affect the incidence of asphyxia. Cyclopropane also appeared safe. Chloroform did not affect oxygen saturation in the fietus, but was not advised because of its toxic effects in the mother. Of the analgesics, morphine was the least safe, and there was a fairly high incidence of asphyxia with paraldehyde. The barbiturates in common use had no harmful effect on the foetus.
He concluded by saying that the safest analgesic was gas and air, as given in Minnitt's and similar apparatus. If a more difficult method were chosen, then its user must acquire the necessary skill: when this was attained disaster was avoided. He hoped that an intravenous analgesic would be discovered which lacked the disadvantages of pernocton.
Dr. Dick Read spoke of the relief of pain in uncomplicated labour. He deplored the routine use of anoesthetics and drugs because .a high percentage of women neither desired nor needed them.
The causes and manifestations of the pains of labour were not generally understood by obstetricians. There was no evidence that natural childbirth was designed to be painful. Midwives attended 70% of normal deliveries in the country; the majority used no anaesthesia. The teachers of midwifery, however, attended less than 1 % of all normal deliveries. Practically all their patients had anaesthetics and drugs. The statistics of midwives compared favourably with those of medical men. The distress of labour was due to the pain-fear-tension syndrome, and the best way to relieve pain was to break down the vicious circle of that syndrome. If the fear of childbirth was destroyed by education and instruction and the tension of mind and body relieved by the teaching of relaxation, normal sensations of parturition were not interpreted as agonizing. Pain was the interpretation of stimulus. It was easier and safer to introduce for the relief of pain a mental process than a dangerous drug. Such preparation for labour was being carried out in many antenatal clinics and had proved its value. If pain was minimized in this way, a discreet use of morphia in the first stage and gas and air in the second, was sufficient to overcome any unbearable discomfort, with little danger either to mother or child.
All women should have "self-administered" apparatus within their reach to use should they have any pain, but women who were well informed in the phenomena and conduct of their own labours frequently preferred to have their babies naturally, without the use of either anaesthetics or analgesics. Miss Mr. C. Scott Russell suggested that as gas analgesia is widely used in institutional midwifery by somewhat inexperienced administrators all apparatus should have a summary of instructions attached to the machine.
In reply, Dr. Dick Read said that he did not expect to persuade those who had not witnessed this method of relieving pain in labour. Those who had seen it and practised it needed no persuasion. He would, however, like to invite those present either to talk with women who had experienced it, or to make themselves familiar with the technique.
He believed if they seriously applied the method in fifty consecutive cases, they would be less anxious to experiment in the uses of new anaesthetics, drugs and induction apparatuses.
